Background
Introduction
During the early developmental stages of life, individuals experience a constellation of negative life events, such as parental pathology, sexual abuse, and economic deprivation, which are known as childhood adversities. Previous studies have demonstrated an association between suicide attempts and exposure to childhood adversities, as well as demonstrating a doseresponse gradient between the number of childhood adversities and the odds of suicidality [1, 2] . Most studies on childhood adversity have been conducted in high-income countries [1, [3] [4] [5] [6] . One exception was a comprehensive study that examined the association between childhood adversity and suicidality in a cross-national sample, in high-and low-income countries [7] . In general, only a few studies have indicated a association between childhood adversity and subsequent suicidal behavior, and even fewer have taken into account short-term outcomes, occurring temporally close to a stressor, versus long-term, delayed outcomes of childhood adversities, in terms of their association with suicidality. Therefore, knowledge of the association between early adversities and suicide remains limited.
Rather than being rare, childhood adversities are pervasive events in epidemiologic samples, and their co-occurrence in the same individual seems to be the norm instead of the exception [8] [9] [10] . Such clustering of negative life events has been implicated in long-term medical outcomes (e.g., physical inactivity, severe obesity, hypertension, and headache) as well as psychiatric outcomes [3, 5, [11] [12] [13] [14] . For instance, childhood adversities have been associated with a worse course of psychiatric disorders, such as depressive disorders [15] , and with higher rates of suicidality [16] . Such outcomes have not been sufficiently investigated.
Suicide and self-harm behaviors are acknowledged as worldwide public health problems, calling for local policies to prevent their occurrence in communities. In Brazil, the situation is no different. Although, due to its relatively large population, the country presents a low overall annual age-adjusted suicide rate (6.0/100,000 population), it ranks eighth among all countries in terms of the total number of suicide deaths [17] . Regional variations in suicide rates have been reported in Brazil. For instance, over the last 20 years, the rates for the city and the state of São Paulo have both been approximately 4.5 suicides/100,000 population [18] , which is slightly lower than that observed in the country as a whole.
The metropolitan area of São Paulo (MASP) presents a complex environment for studies on suicidal and violence-related behaviors. The MASP is the fourth largest metropolitan area in the world and is home to approximately 10% of the population of Brazil [19] . Uncontrolled urbanization and historically high social inequality in some deprived neighborhoods have contributed to high rates of violence and homicide [20, 21] . The exposure to increasing urban violence [22] could be compared to that experienced in countries where there are civil armed conflicts, such as Lebanon [23] , or in others where violence is endemic, such as Nigeria and South Africa [24, 25] . The adverse consequences of such environments on public health need to be better understood.
Knowledge of the role of childhood adversities as precursors of suicidal cognitions and behaviors is needed in order to improve understanding of their temporal relationship with those factors [26, 27] , as well as having implications for preventive interventions. Population-based studies provide an opportunity to perform a comprehensive examination of this underresearched topic in the general population. The aims of current study were to report the prevalence of childhood adversities in the MASP; to estimate the association between childhood adversities and suicidality; to determine the impact that the number of comorbid childhood adversities has on suicidality; and to depict the associations that childhood adversities have with suicidal behavior and cognitions occurring in individuals at various ages.
Material and Methods

Sampling
Designated the São Paulo Megacity Mental Health Survey, this was a cross-sectional investigation of a general population in Brazil. Using stratified, multistage area probability sampling, we selected a representative sample (N = 5037) of household residents 18 years of age in the MASP. Located in southeastern Brazil, the MASP comprises the city of São Paulo and 38 surrounding municipalities. At the time of data collection (May 2005 to May 2007), there were approximately 20 million inhabitants over the age of 18 in the area [28] . Detailed descriptions of the sampling procedure and weighting methods are presented elsewhere [29] . Table 1 shows the main demographic characteristics of the sample, which had a slight predominance of females (56.58%). Subjects 18-39 years of age accounted for 49.23% of the sample; 60.52% were married or cohabiting; and 60.15% were employed. The most common level of education (in 33.55%) was high-average (9-11 years of schooling), and 27.14% of the subjects reported a low-average family income.
Diagnostic assessment
In order to generate diagnoses based on the criteria of the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, we used the World Health Organization World Mental Health Composite International Diagnostic Interview (WMH-CIDI) [30] , which is a fully structured interview applied by lay or professional examiners in face-to-face interviews. The WMH-CIDI is composed of two parts: part I comprises questions regarding sociodemographic characteristics, daily functioning, and physical morbidity, together with a core diagnostic assessment (e.g., for major depression, mania, panic disorder, substance use disorders, and suicidal behavior); and part II comprises questions regarding mental health risk factors, consequences and other correlates, together with assessments for additional disorders. Part II was administered to all respondents who met the lifetime criteria for any disorder in part I, as well as to those included in a probability subsample (n = 2942) intended to reduce the respondent burden and control the costs of the study. The WMH-CIDI allows the diagnosis of 20 mental disorders: major depressive disorder; bipolar I and II disorder; dysthymia; panic disorder; agoraphobia; social phobia; specific phobia; childhood separation anxiety disorder; adult separation anxiety disorder; generalized anxiety disorder; post-traumatic stress disorder; alcohol abuse; drug abuse; alcohol dependence; drug dependence; intermittent explosive disorder; oppositional-defiant disorder; conduct disorder; and attention-deficit/hyperactivity disorder. It also assesses the age at onset of each disorder, through a series of questions designed to improve accuracy of retrospective reports and avoid implausible response patterns [31, 32] . To avoid the recall bias that can occur among older respondents, oppositional-defiant disorder, conduct disorder, and attention-deficit/hyperactivity disorder were assessed only in those between 18 and 44 years of age. Sociodemographic variables assessed by the WMH-CIDI included age (in years), gender (male or female), years of schooling (0-4, 5-8, 9-11, or 12; referred to as low, low-average, high-average, and high levels of education, respectively), marital status (married/cohabiting, previously married, or never married), and family income (low, low-average, high-average, or high).
Assessment of suicidality
The suicidality module of the WMH-CIDI was used in order to assess the lifetime occurrence of suicidal behaviors and cognitions, as well as the age at onset of suicidal ideation, suicide planning, and suicide attempts. For the purpose of our analyses, we considered four factors related to lifetime suicidality: suicidal ideation in the total sample; suicide attempts in the total sample; suicide planning among ideators; and suicide attempts among ideators.
Assessment of childhood adversities
Childhood adversities, defined as those occurring before 18 years of age [33, 34] , comprise 12 dichotomous variables that can be divided into four groups: parental maladjustment (mental illness, substance misuse, criminality, or family violence); maltreatment (physical abuse, sexual abuse, or neglect); loss of a biological or non-biological parent (through death, divorce, or other means); and other childhood adversities (life-threatening physical illness or family economic adversity). All childhood adversities were retrospectively assessed and coded using the criteria established by the World Mental Health Survey Initiative [10] in a dichotomous paradigm (yes/no) on whether or not the respondents had ever experienced a given childhood adversity.
We assessed childhood adversities using various strategies. Parental mental illness (depression, generalized anxiety disorder, panic disorder, or antisocial personality disorder) and parental substance misuse were assessed with the Family History Research Diagnostic Criteria Interview and its extensions [35, 36] . Parental criminality was assessed with measures created for the baseline US National Comorbidity Survey [5] and used in previous surveys [10, 34, 37] . Family violence-beating, slapping, hitting, pushing, grabbing, shoving, or throwing something at the child-perpetrated by the father or mother (biological parents, step-parents, or adoptive parents) or by anyone who nurtured the child, was assessed with a modified version of the Conflict Tactics Scale [38] , as was physical abuse. Neglect was evaluated with questions commonly used in evaluating child welfare, regarding the frequency of the following: having inadequate supervision; having to do age-inappropriate tasks, jobs, or chores; and receiving inadequate food, clothing, or medical care [39] . Sexual abuse-including sexual intercourse, penetration with a finger or object, and sexual assault or molestation-was assessed with questions about repeated fondling, attempted rape, or rape. Sexual abuse was assessed in such a way that it remained unknown whether it had occurred within the family or not. However, on the basis of the findings of previous studies, it was assumed that if the experience had occurred one or two times, it was committed by a stranger, whereas if it occurred three or more times, it was committed by a family member [40] . Loss of a parent-through death, divorce (or separation), or parental or respondent absence for 6 or more months (because of overseas service in the armed forces, imprisonment, lengthy hospitalization, attending boarding school, or other reasons)-was assessed with the measures created for the baseline US National Comorbidity Survey [5] and used in previous surveys [10, 34, 37] . Economic adversity was also assessed with the measures created for the baseline US National Comorbidity Survey [5] , and life-threatening childhood physical illness was assessed with a standard chronic conditions checklist [41] .
Statistical analysis
Because of the stratified, multistage area probability sampling design, the analytic approach included conventional methods for variance estimation with complex sample survey data. Weights were used to adjust for differences in within-household probability of selection and non-response, as well as to adjust for the differential sampling of WMH-CIDI part I respondents into WMH-CIDI part II. In a cross-classification of sociodemographic variables [29] , a post-stratification weight was used in order to make the sample distribution comparable to the population distribution in the 2000 census. The Taylor series linearization method, implemented in the SUDAAN software package, version 8.0.1 (Research Triangle [42] ), was used in order to generate the results of this complex sample design and to weigh and estimate standard errors for proportions of participants experiencing childhood adversity.
The 12-month prevalence of suicidal ideation, suicide planning, and suicide attempts was evaluated using cross-tabulations. The associations of potential correlates with suicide attempts and suicidal ideation (with or without planning or attempts) were estimated using bivariate and multivariate logistic regression analysis models. In the bivariate model, one adversity at a time was considered, whereas in the multivariate model, all adversities were considered at the same time. The 12-month prevalence of childhood adversities was also evaluated, for individuals and for the total sample. To facilitate the interpretation of the results, all logistic regression coefficients and 95% confidence intervals (CIs) were exponentiated and converted to odd ratios (ORs). To minimize the effects of outlier values, continuous variables were converted to categorical variables and the categories were collapsed when the ORs were not sufficiently different to stabilize the associations.
The associations between childhood adversities and suicidality were examined using discrete-time survival models [43] , in which the unit of analysis was person-years, each year of life of each subject up to and including the year of onset of a disorder being treated as a separate observational record. The years prior to onset were coded as 0, the year of onset was coded as 1, and all subsequent years were excluded. In the subjects who had never been exposed to childhood adversity, all years of life up to the year of the interview were included. Excluding the person-years after the onset of the outcome from the data array allowed us to interpret the logistic regression coefficients as survival coefficients.
The bivariate and multivariate analyses to estimate the associations between childhood adversities and suicidality were performed step-by-step in order to evaluate the role of childhood adversities in situations of greater complexity. We then also analyzed the association between the number of childhood adversities and suicidality. In the multivariate model, we estimated the association between the type and number of childhood adversities and suicidality; the number and type of childhood adversities experienced by each respondent were included as dummy variables. Finally, we repeated the former analysis, although, in order to test long-term association between childhood adversity and suicidality at different ages, we tested also the association between type and number of childhood adversities and suicidality occurring in three different age categories (adolescence, early adulthood, and later adulthood). The analysis by age considered the influence that each type of adversity had on suicidality, stratified as early-onset (at 13-19 years of age), intermediate-onset (at 20-29 years of age), and late-onset (at 30 years of age), taking in account the interactions between those life stages for each respondent and each type of childhood adversity. All associations between adversities and suicidality were adjusted for sex, age, level of education, marital status, interactions between demographic variables, life course, and lifetime mental disorders, as well as for parental psychopathology (major depressive episodes, generalized anxiety disorder, panic disorder, substance use disorder, antisocial personality disorder, and suicidal behavior). The influence of lifetime mental disorders on suicidality was also examined, as was the interaction between sex and each type of adversity.
We estimated significance and standard errors with the Taylor series method [44] , using the SUDAAN software to adjust for design effects. Wald chi-square tests based on design-corrected coefficient variance-covariance matrices were used in order to evaluate multivariate significance. All statistical tests were two-tailed, and values of p 0.05 were considered significant.
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Results
Prevalence of childhood adversities in the total sample
A diagram of the suicidality data can be seen in Fig 1. Of the 5037 individuals evaluated, (53.6%) had experienced adversity at least once during childhood or adolescence. The most common childhood adversities were death of a parent (16.1%), and physical abuse in childhood (16.0%). Comorbidity was also found to be common and 48.4% of all respondents have experienced two or more adversities. That proportion varies according to the childhood adversity considered from 47.1% to 95.2%.
Childhood adversities in individuals reporting suicidality
The prevalence of childhood adversities was higher among the individuals reporting suicidality (73.9%) than among the remaining respondents (53.6%). Among such individuals, the most common childhood adversities were physical abuse (frequency varying from 31.5% to 37.4%), and parental mental disorders (frequency varying from 22.9% to 31.4%), whereas the least common were physical illness (frequency varying from 2.0 to 3.0), and economic adversities (frequency varying from 2.6 to 3.0) ( Table 2 ).
Bivariate and multivariate association between types of childhood adversity and suicidality Table 3 shows that, in bivariate models, after adjustment for sociodemographic variables and parental psychopathology, five of the nine childhood adversities correlated with lifetime suicide Table 2 . Weighted prevalence and distribution of chronic childhood adversities in the total sample and among individuals with suicidality (N = 5,037). attempts (OR varying from 1.1 to 8.5), whereas only physical abuse and physical illness correlated with lifetime suicidal ideation (OR varying from 1.0 to 6.6). Among suicide ideators, only neglect and loss of a parent to a cause other than death or divorce correlated with lifetime plans (OR varying from 1.0 to 3.6), and none of the childhood adversities correlated with suicide attempts. Table 3 also shows that, after adjustment for exposure to multiple adversities, few of the childhood adversities included in the multivariate models correlated with suicidality. Exceptions included physical abuse and physical illness, which retained the significance of their correlation with suicide attempts, despite showing lower ORs than those obtained in the bivariate models (OR = 2.0 and 2.6, respectively). Other exceptions were physical abuse (OR = 1.9), family violence (OR = 1.1), and economic adversity (OR = 3.1), which retained the significance of their correlation with suicide ideation on the total sample. Among the suicide ideators, none of the childhood adversities correlated with suicide planning or attempts.
Bivariate association between the number childhood adversities and lifetime suicidality
Apropos of the association between the number of childhood adversities and suicidality (Table 4) , there was a dose-response gradient between the number of childhood adversities and lifetime suicide attempts in the total sample for two or three childhood adversities. There was also a dose-response gradient between the number of childhood adversities and lifetime suicide ideation in the total sample, for one up to four or more childhood adversities (OR = 1.5-3.3). Among suicide ideators, there was no dose-response effect, although the presence of three childhood adversities presented an OR of 2.3 for those who were suicide planners.
Multivariate associations between type and number of childhood adversities and lifetime suicidality Table 5 shows the results of the final multivariate model, which took into account the number and types of childhood adversities. For the total sample, physical abuse remained associated with suicide attempts (OR = 2.1) and with suicidal ideation (OR = 2.2), whereas economic adversity and family violence correlated with suicide ideation (OR = 3.8 and 1.7, respectively). Among the suicide ideators who were suicide planning, only the death of a parent and loss of a parent to a cause other than death or divorce remained associated with suicide planning (OR = 1.5 and 2.0, respectively). In this final multivariate model, the number of childhood adversities was not associated with suicidality.
Associations between the types of childhood adversity and lifetime suicidality over the life course Table 6 shows additional multivariate analyses of the associations between adversities occurring during childhood and adolescence and subsequent suicidality throughout each period of life: adolescence, early adulthood, and later adulthood. The multivariate models take into account the type and the number of childhood adversities. The number of childhood adversities was excluded from the age-specific models.
For suicidality occurring during adolescence (13-19 years of age), only reports of earlier physical abuse were relevant. In total sample, physical abuse correlated with suicide attempts Do Childhood Adversities Predict Suicidality? (OR = 2.5) and with suicidal ideation (OR = 2.4). Among the suicide ideators, none of the types of childhood adversity evaluated correlated with suicide planning or attempts. For suicidality occurring during early adulthood (20-29 years of age), only parental divorce in childhood or adolescence correlated with suicide attempts (OR = 2.8). Among the suicide ideators in that age group, the likelihood of suicidal plans among ideators correlated with early sexual abuse (OR = 3.7).
For suicidality occurring during later adulthood ( 30 years of age), suicide attempts correlated with physical illness during childhood or adolescence (OR = 7.1) and with economic adversity (OR = 5.7). Likewise, suicidal ideation correlated with sexual abuse (OR = 5.5), family violence (OR = 2.1), and economic adversity (OR = 9.8). Among the suicide ideators in that age group who engaged in suicide planning, only family violence correlated with suicidality (OR = 0.2).
Discussion
Childhood adversities
Childhood adversities occur commonly in the general population, and more than 50% of the individuals in our sample had experienced at least one childhood adversity. Among the subjects reporting suicidality, the lifetime occurrence of at least one childhood adversity was even higher (approximately 80%). Despite their high prevalence, most childhood adversities did not correlate with lifetime suicidality when the analysis was adjusted for the type and number of adversities. In the total sample, physical abuse during childhood emerged as the childhood adversity most consistently associated with suicide attempts and suicidal ideation. These results underscore the need to avoid violent disciplinary methods, as a primary measure for the prevention of suicidal behavior.
The prevalence of childhood adversities in the MASP (53.6%) is higher than that reported for high-, high-middle-, and lower-/low-income countries (38.4%, 38.9%, and 39.1%, respectively), as well as being higher than that calculated from the pooled data of a cross-national sample involving 21 countries (38.8%) [10] . The prevalence of individual childhood adversities varies considerably across samples, and cultural diversity might play a role in explaining the differences between countries. For example, the prevalence of childhood adversities in Brazil is similar to that reported for Mexico (54.5%) [37] , but not to that reported for China (31.0%) [45] , despite the fact that the three countries present similar levels of socioeconomic development. However, Brazil and Mexico are much more culturally related and have comparable levels of violence (neglect, physical abuse, and family violence).
In general, the frequency of childhood adversities appears to be directly proportional to the severity of suicidal behavior and cognitions. Comparing our data with those obtained for a worldwide cross-national sample [7] , we found that, among the respondents reporting lifetime suicide attempts, the prevalence of physical abuse during childhood or adolescence was higher (38.5% vs. 29.3%), whereas that of a history of sexual abuse was lower (4.3% vs. 14.5%).
Suicidal behavior
For our total sample, bivariate models showed that most childhood adversities correlated with suicide attempts later in life, the exceptions being those related to interpersonal loss (loss of a parent to death, divorce, or another cause) and economic adversity; only a few childhood adversities were found to correlate with suicidal ideation. However, unlike what has been reported in some previous studies [1, 2] , many of those associations failed to retain their significance after we adjusted for the type and number of childhood adversities. This loss of association seen in the final multivariate model suggests that other factors, such as personality dimensions and psychiatric disorders, have a mediating and/or moderating effect on suicidality [46] [47] [48] , attenuating the correlation between childhood adversity and suicidality. Similar results were obtained in a worldwide cross-national survey [7] , as well as in studies conducted in underdeveloped countries such as South Africa and Nigeria [49] [50] .
In our final models, physical abuse emerged as the childhood adversity most strongly associated with suicide attempts and suicidal ideation. That is in agreement with the findings of various cross-sectional studies [7, [49] [50] [51] , as well as with those of a three-year longitudinal followup study [4] . It is noteworthy that, in our sample, sexual abuse was not associated with suicidality, although it has been associated with suicide attempts (impulsive or not) in other samples [7, [49] [50] [51] . That discrepancy could be attributed to the fact that the prevalence of sexual abuse in our sample was relatively low (0.7%).
When we evaluated suicide ideators separately, we found that none of the childhood adversities evaluated correlated with suicide attempts, even in the bivariate model, although the death of a parent and the loss of a parent to a cause other than death or divorce were significantly associated with the advent of suicide planning. This correlational profile differs across studies. In the previously cited worldwide cross-national survey [7] , sexual abuse was associated with suicide attempts among the suicide ideators. However, in the study conducted in South Africa [49] , such an association was observed only for physical abuse and not for sexual abuse.
Looking to the age of suicidality, in the present study, only physical abuse was ultimately associated with suicidality (suicide attempts) occurring during adolescence, a profile different from those described in the two other studies that analyzed such associations [7, 49] . For suicidality during young adulthood, we found that parental divorce was associated with almost three times the risk of a suicide attempt. Although physical abuse did not correlate with suicidality in that age group, we found that sexual abuse during childhood or adolescence results in a nearly four-fold increase in the likelihood of a suicide ideator presenting a plan during young adulthood. Among individuals in later adulthood, sexual abuse appears to be associated with suicidal ideation, indicating that this is a protracted association. It is of note that, despite their low prevalence in our sample, economic adversity and physical illness were also associated with suicide attempts later in life, underscoring the need to investigate such events even in older individuals.
The MASP presents a high prevalence of and a generalized exposure to violence. That environmental context, which also includes social inequality, a high level of social isolation, changes in interpersonal relationships, and the dissolution of the nuclear family, propitiates greater exposure to adversities in early childhood. Remarkably, the MASP nevertheless presents low rates of suicide. Mexico City, another megacity, presents a similarly high rate of childhood adversities and also has a low suicide rate [17, 37] . One possible explanation for this can be found in the observations made in 1881 by Morselli [52] , later corroborated by Durkheim [53] , that suicide rates are lower during periods of social turbulence, as documented by Oron Ostre [54] , who also noted that those rates continue to decline in proportion to the duration of the crises. Morselli and Durkheim both proposed that, in such periods, people tend to join forces in order to struggle against an "external" threat [53, 54] . Although Durkheim refers to foreign enemies in his theory [53] , people living in endemic poverty and violent communities might act in response to internal threats as other people do in response to wars. In fact, it has been observed that, in most cases, people living in poor areas, such as slums (or favelas, as they are referred to in Brazil) present a social cohesion and a sense of community that create a sensation of loyalty to and identification with their place of living [55] . They live with dichotomous interchangeable feelings about their role in the social fabric of the city-an "us" versus "them" mentality [56] . That sense of cohesion and belonging to a small community could serve as buffer against violence and adversities. Although it has yet to be tested, this urban social phenomenon might be also present in other countries with high rates of violence, such as Colombia, Mexico, Nigeria, South Africa, and Honduras, all of which also have low suicide rates [17] .
Implications
The fact that physical abuse was the childhood adversity most strongly associated with suicidality in the present study is remarkable because it is a modifiable factor, whereas other childhood adversities, such as the death of a parent and physical illness, are not. A Brazilian federal law (Law no. 13.010/2014), popularly known as the Lei da Palmada ("Anti-Spanking Law") [57] , which went into effect in 2014, can certainly be seen as a primary preventive measure. The law prohibits the use of corporal punishment, as well as the use of cruel or degrading treatment as a way of correction, discipline, or education, of children and adolescents. However, enforcement of that law will face several cultural obstacles. In an online survey, 75% of Brazilian parents stated that they believe corporal punishment is an effective disciplinary method [58] .
Limitations
Our results should be interpreted bearing in mind certain limitations. An interview bias could have occurred, because some respondents might have been reluctant to report, in face-to-face interviews, some facts, events, or memories that they considered painful, uncomfortable, humiliating, shameful, and/or embarrassing. One example of such bias could be the low prevalence of sexual abuse, which suggests under-reporting. In the present study, the rates of sexual abuse were low and were comparable to those reported in studies conducted in South Africa (0.7-2.1%), Nigeria (1.4 to 4.8%), Lebanon (0.4%), and Japan (0.5%) [49, 50, 59, 60] , all of which used methodologies analogous to that used here. That might have resulted in an underestimation of the association between childhood adversities and suicidality. In addition, because the data were collected retrospectively, the prevalence of childhood adversity might have been underestimated in some cases, due to a recall bias [61, 62] . The same bias could also apply to suicidality [34] . Another possible limitation is the fact that we used a 12-item questionnaire to identify childhood adversities, and some individuals could have experienced childhood adversities that were not included in the list. Furthermore, the fact that the timing, sequencing, persistence, recurrence, or severity of individual childhood adversities were not evaluated makes it possible that childhood adversities could have occurred after a suicidal behavior. The use of multivariate models with several estimates of the odds of various exposures and outcomes can increase the possibility of having statistically significant associations in different stages of life due only to chance. Because suicidality is not a common outcome, the statistical power of association between early childhood adversities and different periods of life might have been reduced due to small size of the sample of individuals developing suicidality. Larger confidence intervals support the likelihood of association by chance. Therefore, there is a need for further studies addressing this issue in samples that are more inclusive. Finally, genetic, prenatal, and perinatal precursors were not taken in account in our analysis. Despite these limitations, our findings allowed us to depict the role that childhood adversities play in the onset of suicidality.
Conclusions
Childhood adversities, especially physical abuse, are important events with potential long-term consequences. They should therefore be systematically investigated in all individuals seeking mental health care, especially those with a history of suicidal behavior or cognitions. Nevertheless, their effects on suicidality have to be seen in the context of other risk factors for suicidal behavior. Future studies might investigate and depict the pathway linking childhood adversities with suicidality.
Although some childhood adversities have been recognized as being associated with suicidality later in life, the roles played by the different types of childhood adversities vary in magnitude, leading to diverse outcomes and different levels of severity. Our findings underscore the idea that violent physical abuse is a potentially modifiable childhood adversity, rooted in Brazilian culture, that should not be used as a punitive measure in the education of children. Appropriate instruction of parental and teaching skills might diminish the rates of suicidal behaviors in the public health domain.
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